A large body of evidence supports the use of simulation as a teaching and learning strategy in the health professions (Owen, 2016) . The National League for Nursing's A Vision for Teaching with Simulation statement proposes that faculty "purposefully integrate simulation into the curriculum with clear connections toward achievement of student learning outcomes" (National League for Nursing [NLN] Board of Governors, 2015, p. 6) . In 2001, the Institute of Medicine (IOM) outlined a vision for addressing a quality chasm in health care, and subsequently developed a new vision for education in the health professions, stating "all health professionals should be educated to deliver patient-centered care as members of an interdisciplinary team, emphasizing evidence-based practice, quality improvement approaches, and informatics" (IOM, 2013, p. 3) . However, most health care professionals are trained in programs without the benefit of interprofessional educational opportunities outside of the clinical practice setting (Brown & Watts, 2016; Gilbert, 2005) . Brown and Watts (2016) state that "simulation is essential in educating future healthcare team members to function effectively as a team" (p. 241). Rossler and Kimball (2016) found that didactic approaches alone were insufficient to instruct interprofessional collaboration. Focusing on interprofessional collaboration during training in the simulation setting requires academic institutions to address barriers, including differences in administrative approaches between programs (Hood et al., 2013) , logistical challenges in planning training between divergent curricular trajectories, and student and faculty attitudes associated with interprofessional learning approaches in the health care professions (Rose et al., 2009; Williams et al., 2012) . Both the professions of nursing and occupational therapy follow profession-specific requirements for competencies that require practitioners to address quality and safety, communication, collaborative practice, and patient-centered care ( (WHO, 2010) asserts that "collaborative practice strengthens health systems and improves health outcomes" (p. 7).
The aims of this project were to develop a collaborative care best practices model (CCBPM) for interprofessional education, to provide an interprofessional simulation education experience, and to evaluate the learning outcomes based on the model guidelines. Selection of the CCBPM followed an evaluation process designed to identify steps to implementation of an interprofessional education simulation experience between the undergraduate nursing and occupational therapy assistant (OTA) programs. Dow, Blue, Konrad, Earnest, and Reeves (2013) point out that "bridging education and practice seems to have the most promise for graduating practitioners ready to practice and thrive in a new clinical environment" (p. 354). Evaluation of academic models that extend to professional practice became an early focus. An evaluation of resources provided by the National Center for Interprofessional Practice and Education, housed at the University of Minnesota (Regents of the University of Minnesota, 2017), helped to identify possible models that provided specific guidance for the development of an interprofessional education experience using simulation. We also evaluated the work of the University of Virginia's Center for Academic Strategic Partnerships for Interprofessional Research and Education (ASPIRE). The CCBPM developed at ASPIRE provides a step-by-step approach to beginning and implementing an interprofessional education project in the academic setting with a focus on impacting practice patterns for students following completion of their primary education programs (University of Virginia School of Nursing, 2017). We selected the CCBPM framework for the project for this reason.
The project focused on the development of a CCBPM and the implementation of the interprofessional education (IPE) experience (see Figure 1) . The project goals and outcomes involved faculty development, CCBPM development, and OTA and nursing novice student competency acquisition in their respective professions. The domains of chronic care management and rehabilitative care are care domains identified as needing urgent model development (Retchin, 2008 (AACN, 2008, p. 14) . The ACOTE standards (2018) state that the OTA's role is to develop "occupation-based intervention plans and strategies (including goals and methods to achieve them) on the basis of the stated needs of the client as well as data gathering during the evaluation process in collaboration with the client and others" (p. 23). The OTA faculty emphasized the role of and the expectations for occupational therapist and OTA collaboration in the students' data collection, evaluation, and application, all of which inform decision-making in developing and implementing the patient's plan of care. The faculty reviewed patient cases for ways in which the students demonstrated the skills of an occupational therapist and OTA collaboration, such as aspects of assessment, data collection, collaboration, communication, and evaluation within the appropriate scope of practice. Each role was emphasized in the courses for each profession. Activities included the OTA students communicating identified client needs to the occupational therapist. Method Following approval of the grant proposal, the faculty members met on multiple occasions to develop the CCBPM for the project. This process consists of five steps based on the University of Virginia interprofessional education approach (Brashers & Owen, n.d.) .
Step 1 involved identifying the patient scenario, determining the targeted learners, and selecting the clinical practice guidelines as outlined by the respective professional bodies that aligned with the students' professions. We generated the clinical practice guidelines from ACOTE for the OTA students and the Commission on Collegiate Nursing Education (CCNE) for the nursing students.
The faculty participated in professional development to increase their knowledge of IPE and collaborative team facilitation in Step 2 of the project. The primary faculty members completed IPE training using the University of Washington Center for Health Sciences Interprofessional Education, Research and Practice online education modules (University of Washington, 2017) .
In
Step 3, the faculty members identified a list of critical collaborative behaviors from the respective standards for practice in the professions. For nursing, these standards were from the AACN (2008). For OTA, these standards were from the ACOTE (2013). The faculty members created behavioral checklists to address these behaviors. They outlined debriefing instructions using the International Nursing Association for Clinical Simulation and Learning (INACSL) Standards of Best Practice: Simulation. The faculty members developed the Student Simulation Evaluation Form to collect individual learner feedback and the Simulation Debriefing Worksheet to compile group learned feedback following the simulation experience. During Step 3 all student learners and three faculty members were provided access to and training materials for the electronic medical record technology used by the university for health care professions training.
Step 4, the faculty members developed specific learning objectives for the targeted learners and designed teaching and learning experiences that reflected the learning objectives.
Step 5 was the final step in building the IPE collaborative model. In this step, the faculty members developed an assessment methodology to assess teaching and learning strategy efficacy.
The development of the CCBPM involved evaluation of the teaching and learning strategies used in both the OTA and nursing curricula that supported the primary concepts of interest. These included patient-centered care, quality and safety, teamwork (collaboration), informatics, and communication. In preparation for the developed scenario, the faculty members in both programs provided learning opportunities that focused on managing patient falls, care considerations for the patient that has fallen, collaborative health care practice, communication in an interprofessional team environment, and use of the electronic health record system.
Following the development of the CCBPM, we scheduled and conducted the simulation experience with 13 nursing students and 10 OTA students participating. The students were divided into five groups, with two OTA students in each group; the remaining group members were nursing students. Preparatory work for the participants included a review of the job descriptions and skills associated with health care team members of other disciplines prior to the day of the simulation (INACSL Standards Committee, 2016) . This included the OTA students reviewing the occupational therapist and OTA collaboration and scope of practice, and the nursing students reviewing the professional nursing scope of practice. A pre-briefing was conducted with each group to provide an overview of the scenario, outline expectations, provide instructions, and answer any questions the participants had prior to beginning the simulation experience (INACSL Standards Committee, 2016) . Each group took approximately 15 min to complete the simulation scenario. During the simulation experience, the faculty used behavioral checklists to evaluate learner performance based on their roles (OTA or nursing).
Once a group completed their simulation experience they were instructed to move to the classroom designated for debriefing. Each group exited the simulation lab using a different path than the next group entering to prevent students from sharing the details of the scenario with those learners waiting their turn in the simulation lab setting. A faculty member assisted as the principle facilitator for the debriefing session. Instructions for this process were developed and implemented following the INACSL standards for simulation (Decker et al., 2013) .
The first step in debriefing involved asking each student learner to complete an individual evaluation that included a self-reflection question. Once this was completed by each learner, each team was asked to complete a group reflection exercise and to record their responses on a debriefing worksheet. After completing the worksheets, each group was asked to develop a concept map outlining the primary issues identified while completing the worksheet. These concept maps were photographed for archiving and for analysis for themes.
The final step of debriefing was to allow the students to discuss as a large group their experiences during the simulation and to receive general feedback about overall performance of the group as an aggregate. All learners were given opportunities to voice concerns, lessons learned, and feeling about their experiences with the simulation.
The project evaluation used a mixed-methods approach. Project performance measures focused on student learner outcomes using developed tools to quantitatively and qualitatively assess the students' experiences and performance, faculty knowledge and qualification attainment, student learner and faculty experiences with the project's teaching and learning strategies (theme identification from student focused feedback and concept mapping exercises), and evaluation of the CCBPM pilot through faculty reflection (lessons learned).
Results Situational fidelity is the extent to which a simulation experience maintains realism relevant to actual clinical practice (Gallo & Smith, 2015) . The project evaluated two aspects of situational fidelity by asking each participant to rate the realistic nature of both the scenario and the equipment used during the simulation. The overall fidelity of the simulation experience was evaluated by asking the participants to rate the applicability of their experiences during the simulation to clinical practice. For both the scenario and overall fidelity, the aggregate rating of strongly agree and agree equaled 90.9%. The aggregate rating of strongly agree and agree equaled 95.45% for equipment fidelity.
Support for the learner throughout the simulation process can significantly affect the quality of what is learned through the simulation experience (Vardi, 2008) . Variations in learning styles, educational backgrounds, and prior experiences will impact the degree and substance of the learner support required during a simulation participation experience (Vardi, 2008) . All students in the simulation experience were first semester students in their respective programs. The number of participants who rated their feelings of being supported by selecting strongly agree or agree was 72.72%.
The respective faculty for these programs developed the OTA and nursing student IPE Behavioral Checklists based on required clinical practice competencies associated with the scenario template developed for the CCBPM and by using the relevant disciplinary standards. The OTA program uses the ACOTE standards for OTAs (2018). The nursing program uses the AACN standards for baccalaureate level nursing education (2008) . The IPE Behavioral Checklists were then provided to expert faculty members in both programs for review to evaluate for content validity. Tables 1 and 2 provide the data overview of achievement of behaviors by the participants based on their simulation performances. The percent achieved for each behavior is identified from all observations. The checklists were completed for each student by the faculty of his or her profession to maintain rigor and rater reliability. The OTA students did not participate in a "post fall huddle" as anticipated, so this item on the OTA IPE Behavioral Checklist was not marked for any participant experience. All of the OTA participants followed emergency response protocols. Ninety percent of the OTA participants completed an assessment of patient status following practice standards.
The OTA students performed well in assessing the patients' status and initiating the response protocols. We identified efficient and effective communication and assistance with the nursing staff to return the fallen patient to the bed following proper body mechanics as areas for the OTA students to improve. These issues were addressed in the debriefing session to highlight the need to focus attention on these vital aspects of clinical practice. The INACSL standards of best practice for simulation facilitation call for the simulation to include delivery of "cues to help participants interpret or clarify the simulated reality or help redirect participants toward the expected outcomes" (INACSL Standards Committee, 2016, p. s18) . To facilitate reality in the simulation experience, three of the 13 nursing student participants role-played the scripted part of the patient's daughter during the simulation but did not function in the simulation experience in the role of the nurse.
The nursing student participants performed well in two areas of basic nursing practice based on the simulation observation: following infection control protocols and communicating important information attained from assessment of the patient. Areas for improvement identified for the nursing student participants included collaboration with occupational therapy staff to assist the patient back to bed safely, completion of a patient assessment following the return to bed, notification of primary care providers of the patient fall, and documentation of the event. These items were addressed during the debriefing session to focus the participants' attention on the vital nature of these behaviors in clinical nursing practice.
All student participants were participating in their first clinical simulation experiences. None of the students had been to a clinical practice setting prior to this simulation experience. Identification of behavior gaps may be vital in assessing knowledge deficits to address prior to clinical placements.
Qualitative analysis was done to evaluate the participants' perceptions of focus for clinical practice in their professions following the simulation experience. Using the exploratory function of grounded theory methodology, the transcribed data from the team Simulation Debriefing Worksheet were analyzed to identify themes (see Table 3 for examples). Three primary themes were identified from the transcribed team debriefing worksheets. These were: Triangulation of these themes with the major concepts produced by the teams in their team concept maps validated that these themes seem to be the most important for the participants immediately following the simulation.
The three themes address three of the five competencies identified as goal outcomes for the simulation project as outlined in Step 4 of the CCBPM. The competencies identified were:
 Awareness of complex health care organizational systems and the promotion of safety and quality outcomes for diverse populations.  Collaboration in the collection, documentation, and application of patient care data to facilitate clinical decision-making.  Appropriate use of interprofessional communication and collaborative skills to deliver evidencebased, patient-centered care. The remaining two competencies that were not identified by the student participants as most important for clinical practice represent additional educational opportunities for focus and alternative teaching and learning strategies moving forward. The remaining two competencies are:
 Appropriate use of patient care technologies, information systems, and communication devices to support safety in all health care settings.  Evaluation of data from all relevant sources, including technology, to inform multidisciplinary delivery of patient-centered care. Discussion The faculty reported that their IPE training was valuable in helping to prepare other faculty new to the simulation experience for the expectations, standards, and best practices for using simulation as a teaching and learning stratagem. New accreditation standards in OTA and occupational therapy education will require the use of simulation in the curriculum. A greater emphasis on intra-and interprofessional education, scheduling simulation for learning activities, assessment, and evaluation will be necessary components of curriculum development. The faculty IPE preparation will provide training to core and adjunct faculty across all health care programs, as programs expect interprofessional educational experiences to be integrated as part of course delivery. To allow for maximum effectiveness in use of simulation, information must be provided in a timely manner to all involved parties, thus allowing for appropriate curriculum alignment, individual course simulation scheduling, and faculty and student training. The student and faculty feedback identified the value of simulation and expressed a desire to implement this tool as a planned aspect of clinical education for both the OTA and the nursing students in the future.
Another key item of feedback the faculty and students provided included the positive perspectives of the opportunity for interprofessional education on campus. The students from both programs requested more opportunities to practice clinical skills together to improve their collaborative behaviors in clinical practice and, in turn, improve patient outcomes. By implementing the team aspect of patient care in the educational setting, the faculty and students expected these behaviors would carry over into clinical practice. The faculty recommended improved course coordination by Bachelor of Science in nursing and OTA faculty during the initial planning of the simulation activity. The faculty determined that more time was necessary to clearly outline and collaborate on the Behavioral Checklist and the Simulation Debriefing Worksheet and to plan the debriefing discussion. This may improve students' understanding of how to perform in simulation experiences, their knowledge of specific health care role delineation and scope of practice, and their confidence in clinical communication. This would be of significant benefit to both programs as they prepare for and continue to participate in community clinical experiences.
The development of the CCBPM provided significant guidance in the creation and implementation of the interprofessional simulation educational experience for both the nursing and the OTA students. Continued use of simulation with an expansion of multidisciplinary focus should be a goal of the university. Gilbert (2005) states that "structural changes need to be made within universities such that interprofessional education for patient-centered [sic] collaborative practice becomes a responsibility that crosses faculty jurisdictions and is accepted as the responsibility of all associated health and human service programs" (p. 87). Closing the quality chasm (IOM, 2001 ) is possible only if educational settings in both academic and clinical organizations devote energy in the use of data-driven teaching and learning strategies to address patient safety and delivery of best practices in both education and clinical practice for all professional program students as an expected student learning outcome.
